I spoke recently at a conference on how future hospital models must adapt to older people's needs. Conversation afterwards turned to doctors' careers and what might make acute and general internal medicine more appealing. Someone pulled out the chestnut (one sadly familiar to geriatricians) that "doctors don't go into medicine to do social work." I have problems with this viewpoint.
Let me translate "social work" here: it means multidisciplinary rehabilitation and discharge planning for people with frailty, complex comorbidity, disability, or dementia.
Firstly, such patients are the biggest users of acute services. Patients over 65 account for around two thirds of acute hospital admissions and over 80s for a quarter of bed days.
1 One in four acute beds is occupied by someone with dementia. 2 Multiple comorbidity is the norm in over 60s attending the emergency department, 3 and frailty is highly predictive of hospital admission. 4 Looking after these patients is now everyone's business. 1 5 In any aspect of adult hospital medicine, you will encounter (generally older) patients with complex biopsychosocial problems. If we are serious about patient centred care, we can't marginalise them.
Secondly, a patient who could walk last week but is now falling or immobile, or who was lucid but is now delirious, who had intact bones but has now broken one, has a diagnosable and modifiable medical problem. The notion that he or she is a "social" admission 6 ignores the medical skill and knowledge needed to help patients regain former levels of independence and return home (or vice versa). Comprehensive geriatric assessment is such a multidisciplinary biopsychosocial approach. Meta-analysis of 22 trials shows that doing this well has long term benefits for inpatients' survival and independence for months after they leave hospital. 7 Thirdly, most older patients admitted acutely to hospital have some functional impairment already, 8 9 but most also lose some ability in common activities such as standing, walking, or dressing while on the wards, 9 10 and they go home short of baseline even if the acute problem has stabilised. 11 So most need, and benefit from, a skilled multidisciplinary approach involving allied health professionals. Many need referral to ongoing health and care services to continue their recovery outside hospital. That's the way of modern healthcare.
So, next time I discuss future hospital models I'll wonder out loud whether medical training will ensure that all doctors have rudimentary knowledge about helping older people back onto their feet, an understanding of community services, and full commitment to rehabilitation rather than assuming it's someone else's job.
We mustn't socialise problems that medical skills can help tackle. A patient with a fall, a fracture, or loss of mobility needs more than just a social approach.
